Abstract
Introduction
The captain of diseases and the monster killerTuberculosis had forced WHO to declare it as a global emergency and still continues to be worldwide problem to be eradicated. [1] Robert
Koch revealed the tubercle bacilli to the world on 24 March 1882 and was awarded noble prize for his contributions in the field of TB research later on. [2] TB is a chronic infectious disease that seriously affects human health and daily life worldwide. [3] Tuberculosis has remained as a major public health problem in India [4] . Every year in India, approximately 18 Lakh people develop tuberculosis and 4.17 Lakhs die from it. Over all, India accounts for the one-fifth of global incidence of tuberculosis and tops the list of 22 high tuberculosis burden countries. Besides, tuberculosis is a barrier to Socio-economic www.jmscr.igmpublication.org Index Copernicus Value: 79.54 ISSN (e)-2347-176x ISSN (p) 2455-0450 DOI: https://dx.doi.org/10.18535/jmscr/v7i1.182 development as the greatest burden of tuberculosis incidence and mortality in India is in adults who are the most productive members of society, so the resultant economic cost for the society is high. [5] [6] [7] [8] Tuberculosis has plagued the humankind since the beginning of recorded history and is the world's 7 th leading cause of death. [9] Despite the successful efforts of RNTCP, the burden of tuberculosis still remains the same. The disease has considerable impact on patients' households: children, health, education and nutrition, particularly, if the patient is a wage earner. Households face substantial immediate expenditure due to tuberculosis: costs of diagnosis and treatment, lost earnings and less or no household work done. The impact of tuberculosis is not confined to the patient alone; the illness of an adult can affect the quality of children's lives as well. When women are affected, they being the primary care givers in a household, the disease affects not only them but the whole family and, especially, the health and welfare of children.
Objective
The main objectives of this prospective study were: 1) to assess the impact of social, economic and demographic factors of tuberculosis patients on their children, 2) to assess the impact of tuberculous women on child care functions, and 3) to evaluate the impact of parental tuberculosis on children's education.
Material and Methods Setting
In order to obtain a representative sample from rural and urban populations, the study was conducted among 300 tubercular patients attending Chest and TB Hospital, Government Medical College, Patiala, India. The study was approved by the Institutional Ethical Committee. Tools a) Focus Group Discussion: These were held as a preliminary step of the study. Each Focus Group consisted of 8 to 10 persons, who were patients taking treatment for tuberculosis, village elders, young men and women. The topics for discussion were (1) health-seeking pattern in general, (2) money spent on investigations and medicine, if any, and (3) impact of the illness on children. b) Interview Schedule: A semi-structured precoded interview schedule was developed based on information collected during Focus Group discussions. The information to be collected through interview schedules comprised socio-economic and demographic factors, particulars of employment, income and the effect of the illness on health-seeking, expenses and care of children. c) Study Population: Tuberculosis patients (both pulmonary and extra-pulmonary) who were on short course chemotherapy were enrolled in the study. The impact of parental illness of 300 such patients on 575 children below 16 years of age was evaluated.
Observations Table -1 shows the demographic, social and economic characteristics of 300 patients. Table -2 shows the impact of parental tuberculosis on discontinuity of education, school dropout and taking up of employment by children. Table -3 shows us the impact of parental tuberculosis on the hygiene of children. Table -4 shows the impact of parental tuberculosis on the overall care of children. The results from the study are compiled as follows: 
Discussion
In the present study, it was observed that majority of the children who discontinued schooling, dropped out from school and took up employment belonged to the patients who were young and belonged to the age group of 31 to 40 years which is economically the most productive age group (p value 0.001 for discontinuity of education, 0.011 for dropouts and 0.012 for taking up employment respectively). In aother studies done by Rajeswari et al (1999) (13) and Geetharamani et al (2001) (12) it was seen that patients registered with RNTCP belonged to the age group of 15-49 and 15-54 years of age respectively ; with findings almost similar to our study. In this study, it was found that gender of the patient had no significant impact on the discontinuity of education, dropout rate and taking up of employment by the children (p value 0.380, 0.071 and 0.107 respectively). In a study done by Geetharamani et al, it was seen that gender had no effect on discontinuity of education and dropout rate of children which is similar to our study. In a study done by Rajeswari et al and Muniyandi et al (2006) (10) it was seen that the dropout rate and taking up of employment by the children was more if the father had TB which is in contrast to our study. In our study it was seen that majority of the children who discontinued schooling, dropped out of school and took up employment belonged to the family size of more than 4. The p value of these three was 0.042, 0.044 and 0.022 respectively which was found to be statistically significant. In a study done by Geetharamani et al it was found that dropout rate was more where the family size was either of 5 members or more which conforms to our study. In present study it was observed that 50 children of 38 patients living in joint family and 36 children of 26 patients living in nuclear family discontinued schooling. This was found to be statistically significant (p value 0.030). While joint families share tasks and obligations, more patients in these families perceived impact probably because of the larger number of dependant family members thus forcing the children to discontinue their education and take up employment to support the family. In a study done by Ananthkrishnan et al (2012) (11) it was seen that the economic impact was significantly perceived by more patients belonging to joint family (40.7%) (p value <0.005) as compared to patients belonging to nuclear family (26.2%) which is almost similar to our study This is in contrast to a study done by Geetharamani et al in which it was seen that family type had no significant impact on the schooling of children.
In our study we found that habitat had no significant impact on the discontinuity of school, dropout rate and taking up of employment by the children. This was found to be statistically insignificant (p value 0.733, 0.382 and 0.825 respectively). In a study done by Geetharamani et al it was found that 8% rural and 13% urban children dropped out of school as a result of parental illness which is in contrast to our study (p value <0.05). This study revealed that the number of children who discontinued schooling, dropped out of school and took up employment was more in those patients who were unemployed rather than employed ones (p value 0.000, 0.004 and 0.001 respectively) which is statistically significant. This in contrast to a study done by Geetharamani et al who found that the employment status of patients had no significant effect on the schooling and dropout rate of children. The present study results showed that 20.8% of children belonging to SC/ST category dropped out of school which is statistically significant (p value 0.028). We also found that 12.9%, 20.5% and 10.7% of children who discontinued schooling, dropped out of school and took up employment respectively belonged to the lower class (p value 0.039, 0.003 and 0.041 respectively) which is statistically significant. Another observation from this study was that 15 children who discontinued schooling belonged to illiterate patients, 34 children who discontinued schooling belonged to patients whose education level was below middle school and 37 children who discontinued schooling belonged to patients whose education level was above middle school (p value 0.000). This may be due to the influence of other factors like marital status, family size, family type, employment and monthly income of the patient. In present study we found that although the number of children who discontinued schooling, dropped out of school and took up employment was more in the group of patients whose income was either Rs.10,000 per month or less, the p value was found to be statistically insignificant (p value 0.130, 0.111 and 0.318 respectively). This may be due to the unequal distribution of patients in these groups.
Another finding was that the number of children who discontinued schooling, dropped out of school and took up employment was more in the group of patients whose overall expenditure on treatment of tuberculosis was approximate Rs. 10,000 or less (p value 0.401, 0.221 and 0.576) statistically insignificant. In our study we found that 16.2 % and 17.9% of female patients suffering from tuberculosis reported of poor hygiene and poor overall care of their children which was found to be statistically significant (p value 0.000 and 0.000 respectively). Similar findings were reported about fall in quality of child care by tubercular patient mothers by Rajeswari et al, Geetharamani et al and Muniyanandi et al in their respective studies.
Another finding from the present study was that patients who were widowed or divorcee (single parents) reported of poor overall care of their children (p value = 0.006). Patients who were living in a family size of either 4 or less than 4 reported of poor hygiene and poor overall care of their children (p value 0.012 and 0.006 respectively). Also it was found that patients who were unemployed, of SC/ST category, of lower class, illiterate and patients with income of either Rs. 10,000 per month or less reported of poor hygiene and poor overall care of their children. These factors were found to be statistically significant.
Conclusion
This study revealed the socio-economic impact of parental tuberculosis on children especially their education, hygiene and overall care. The study emphasizes that family size of more than 4 had a significant impact on the education of children and that majority of the children who discontinued education were from the joint family. This was due to more number of dependant persons in an extended family. When the only bread -winner of the family falls ill due to the disease, the responsibility to feed the family is shifted to the next generation i.e. the children. As a result, children had to drop out of school and look for some kind of employment to support their family. The present study has clearly documented the fact that majority of the tubercular patients were from the economically productive age group of 31-40 years of age. These are the parents on whom survival and development of children depends. The study also depicts that tuberculosis in mothers affected the entire household due to the reduction in routine household activities, child care and inability to feed their children. The inherent lengthier treatment durations, tubercular disease sufferings of the patient impair their income generation for themselves and the family, thus forcing their children to dropout from school and search for labour -work or any kind of job so as to support the family. It not only affects children's education status rather forces them to adopt the ugly menace of child labour, hurting nation's commitment against this social evil. So to manage this disease with its deeprooted socio-economic ramifications, health care providers and child care workers must work together in unison for the well-being of the patient, family and the nation ultimately.
